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STATES OF GUERNSEY 
BOARD OF HEALTH 


Objectives 


To maintain and improve the health of the people of Guernsey & 
Alderney as cost effectively as possible, within the resource constraints 
placed upon it by: 


Identifying health needs - now and in the future 


Planning the future provision of health services to meet these 
needs 


Commissioning the provision of these services 


Ensuring that the quality of health services provided is high and 
standards are maintained through careful monitoring 


Ensuring that only appropriate and effective care or treatment is 
given, by monitoring the outcome of such interventions 


Listening to the customers in order to understand their needs and 
working with others so as to best meet these needs 


Informing people on health matters, promoting a healthy lifestyle 
and environment 


Acting as a ‘caring neighbour’ and considering the environment 
for future generations 


Checking that all health services provided are as cost efficient as 
possible 


Promoting managerial and professional excellence within health 
services 


Recruiting, training and developing sufficient health care staff to 
achieve these objectives and valuing the staff and helping them to 
meet their needs and objectives 


INTRODUCTORY LETTER 
TO THE 
BOARD OF HEALTH 


October 2001 


The President 
States of Guernsey Board of Health 


Dear Sir, 


I have pleasure in submitting the 102™* Annual Report of the Medical Officer 
of Health for Guernsey for 2000/2001. 


Yours faithfully, 


Sra 


Dr David Jeffs 
MEDICAL OFFICER OF HEALTH 
Director of Public Health 


HIGHLIGHTS FROM THIS REPORT 


HIGHLIGHTS FROM THIS REPORT 


@ Widespread flooding in England during the wettest year on record since 
records began in 1766 and concerns about greenhouse gas emissions, 
global warming and the failure of the US to endorse the Kyoto protocol 
have all served to focus interest on health and environmental issues. 


@ The opportunity has therefore been taken to review environmental issues 
which impact on population health in Guernsey and more widely, and to 
review progress in several of these areas. 


@ Against rapidly rising real estate prices, there are still mothers with young 
children and other vulnerable individuals forced to rent unsatisfactory 
housing within the private sector. There is obviously no one simple 
solution, but reviewing, simplifying and facilitating the process for 
development applications would be worthwhile if this encouraged urban 
regeneration and an improvement in the quality of such rental properties. 


@ Problems also exist in several of our States housing areas, and again better 
joint working between various States Committees, as occurs in “Health 
Action Zones” in the UK, might help address some of these long standing 
problems. 


@ Although the concept of sewage treatment within an overall “‘liquid waste 
strategy” has been accepted by the States, final decisions have yet to be 
made on the preferred technology and suitable siting for such treatment. In 
the meantime, our discharge of raw sewage continues to attract adverse 
comments from visitors and has resulted in the automatic loss of ‘Good 
Beach Guide’ “‘Recommended” status for several island beaches. 


@ The situation is more urgent regarding solid waste management, with our 
sob remaining large landfill site being filled at more than twice the rate 
once predicted. Implementing a “waste to energy” plant along with 
associated measures must be a priority if the island is not to run out of 
landfill space during the next 10-15 years. 


@ The lack of an integrated traffic strategy is identified as the “biggest single 
unresolved environmental health problem” facing the island. It is pointed 
out that the present growth (and usage) of private motor vehicles in what is 
essentially a fixed road carrying capacity is not sustainable. Decisions 
taken in isolation (such as additional urban parking) will displace rather 
than solve the problem. Only an integrated transport strategy has the 
potential to persuade car owners to reduce car usage for some journeys. 


@ Real-time air quality monitoring confirms that the main source of 
atmospheric pollution in Guernsey is now undoubtedly motor vehicles 
working inefficiently in low gear on our overcrowded urban roads. Peak 
pollution levels in the morning and evening rush hours are regularly twice 
background levels and those found on Saturdays, Sundays and Bank 
Holidays when commuter traffic is minimal. 


@ A potential major chemical incident involving the Italian chemical bulk 
carrier ‘Jevoli Sun’ reminds us that the islands are still vulnerable to 
external environmental threats. It is essential to have access to specialist 
advice and to implement appropriate responses across the variety of 
agencies involved if population health is to be protected following such 
incidents. 


@ Environmental issues have a global as well as a local dimension. It is 
pleasing to report that the island has accepted the concept of appropriate 
‘Indicators of Sustainable Development’, and these will be progressively 
developed over the coming years. 


@ A health promotion “priority setting exercise” carried out by a group of 
informed “opinion leaders” has led to a re-formulation of 20 leading health 
promotion priorities. Addressing inequalities in health is a theme which 
will run through all programmes. 


@ A ‘Health Strategy Unit’ has recently been established to bring together 
the previously separate functions of “health information” and “ensuring 
clinical quality”. An early task of the ‘Health Strategy Unit’ will be to 
develop a short list of suitable “clinical indicators” in order to compare 
clinical performance and health outcomes at the Princess Elizabeth 
Hospital with similar hospitals in the NHS and elsewhere. 


@ ‘Clinical governance’ is an umbrella term for those activities which result 
in the delivery of high-quality clinical services and excellence in health 
outcomes. 


@ A start has already been made on establishing structures to ensure good 
‘clinical governance’ in Guernsey. These include: clinical audit, clinical 
risk management groups, a monthly ‘academic half-day’ for all specialists 
at the Medical Specialist Group, more structured “‘continuing professional 
development” and similar activities amongst primary care practitioners. 


@ It is important not only that good-quality clinical services be delivered and 
demonstrated in Guernsey, but also that it be possible to benchmark these 
against accepted external standards. 


@ The lack of “joined-up Government” is suggested as the biggest single 
barrier to the most effective measures being taken to protect the 
environment and health in Guernsey. The recommendations of the 
‘Harwood Report’ on the Machinery of Government if implemented 
would do much to improve our ability to protect and improve our own 
local environment, our quality of life and health and our responsibilities to 
the wider world community. 
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Chapter One 
Health and Environment in Guernsey 


The global perspective 


“In a world afflicted by murder, mayhem and malnutrition, it may seem 
bizarre to suggest that the worst thing to happen this year is for some words 
to come out of man’s mouth — but that may turn out to be so. Last week 
President Bush reneged on a campaign promise to regulate emissions of 
carbon dioxide from power stations. This is a serious set back in a world that 
is already failing to respond responsibly to global warming. The short term 
effects of Bush’s decision may be merely political but the longer term effects 
are likely to be catastrophic ...” 


“There are few scientists left who doubt, firstly, that global warming is 
occurring and, secondly, that the warming is caused mostly by emissions of 
greenhouse gases resulting from human activity ...” 


“The expected effects of global warming are not entirely clear, but 
interference with systems as complex as weather can have drastic and 
unpredictable consequences. Most likely are flooding, the drowning and 
displacement of millions, destruction of arable land causing widespread 
malnutrition, highly destructive weather episodes, deaths from higher 


, 


temperatures and the geographical extension of diseases like malaria”’. 
BMJ, 24° March, 2001 


The above sentiments from an Editorial in the normally conservative British 
Medical Journal (“BMJ”) were echoed in many other major and mainstream 
scientific publications. 


They followed the announcement by newly elected US President, George W 
Bush, that his administration would not ratify the Kyoto protocol to limit 
greenhouse gas emissions. Since the US contains only 4% of the world’s 
population, but produces a much publicised 25% of the world’s greenhouse 
gas emissions, failure to progress the fairly modest proposals contained in the 
Kyoto Agreement at the very least leaves the world facing a more uncertain 
future and almost certainly a less healthy one. 


This interdependence between the environment and human health is so 
important that “Health and the environment in Guernsey” has been chosen as 
the “special theme” of this 102™ annual MoH Report. The opportunity is 
taken to review progress in achieving local environmental health objectives 
and to comment on more global issues as they affect Guernsey. 


Health and the environment in Guernsey 


The Board of Health was born in 1899 following an outbreak of diphtheria 
which resulted in 121 cases and 23 deaths from this disease. A special 
Committee of the Royal Court had reported:- 


“The main causes of the outbreaks of diphtheria, scarlet fever and enteric 
fever was the unsanitary state of certain houses and localities due to 
defective drainage, cesspools, accumulations of household refuse, manure 
heaps and pits, pigsties, latrines etc. in close proximity to drinking water, 
making a source of constant danger”. 


The measures taken to bring this outbreak of diphtheria under control and to 
tackle many of the other local environmental factors which made the island 
prone to such outbreaks have been well documented in previous MoH 
Reports. They are also summarised in the recent Board of Health publication 
“One Hundred Years of Health” (Board of Health November 1999) which 
summarises “the changing health of Guernsey and Alderney” during the first 
century of the Board’s existence. 


However, although many environmental influences which may impact on 
health in Guernsey have been addressed, our successes are by no means 
complete. Important issues requiring further resolution include: 


Rental housing 


The links between housing standards and health are well established and 
were a frequent cause of concern to previous MoHs. In 1921, the then MoH, 
Dr Henry Draper Bishop wrote: 


“Tt is the duty of an MOH to consider the housing question as one of the most 
important questions with which he is concerned, and when looking over my 
past Reports, I find that I have devoted a great deal of space year after year 


’ 


to this question”’. 


It is therefore sad to report that some 80 years later, as the island enjoys. a 
new period of prosperity, there are still many individuals and even mothers 
with young children whose housing conditions verge on being “unfit for 
human habitation”. From time to time it is also still necessary to issue a 
“closure notice” on premises in the private sector which fall below even this 
fairly basic standard. 


Ensuring adequate standards within the private sector is not easy. In our 
present “overheated economy” most properties (even those in an 
unsatisfactory state of repair) are let quickly, and some landlords will 
consider there is little incentive and often only heartache in trying to upgrade 
such premises. 


Additionally, many of those forced to occupy the cheapest rented housing are 
the most vulnerable members of our community, including single mothers 
and those with previous mental health or substance abuse problems. They are 
therefore often reluctant to complain for fear of losing what little physical 
security their unsatisfactory premises provide. The small number of “closure 
notices” actually issued reflects undoubtedly just the tip of a far larger 
“iceberg” of properties in poor repair. 
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In the Draft Strategic and Corporate Plan for 2000, the States have agreed “‘to 
achieve as much new housing as practical and possible within the existing 
urban areas”. Some landlords and developers would suggest that our whole 
approach to redevelopment needs to be simpler, more streamlined and much 
more timely in reaching decisions if this is to be achieved. 


Public sector housing 


However, problems do not just lie within the private sector. Some poor 
designs, ongoing vandalism, violence and intimidation of residents, excess 
crime and social problems are to be found in several of our areas of States 
housing, and reports from residents suggest that these are perceived as being 
just as serious as in many inner urban housing estates in the UK. 


The formation of the Bouet Action Group, mobilisation of local opinion, 
effective joint working between the Police, Housing, Health and other 
relevant States committees and a commitment to limited re-building all offer 
some hope for the future. The reported successes of “‘joined-up” action in the 
“Health Action Zones” in the UK proposed in the White Paper “Our 
Healthier Nation” in 1999 confirm that progress and success are possible. 


Sewage treatment 


There is perhaps a certain irony that primary sewage treatment should have 
been the most popular single nomination for a Millennium “commemorative 
project”. However, despite such apparent popular support, and despite 
‘“‘agreement in principle” by the States in 1997 to treat sewage as part of the 
overall “liquid waste strategy”, progress (on the ground) continues to be 
painfully slow with final decisions yet to be made on the preferred 
technology and suitable siting for such treatment. 


In the meantime, untreated sewage continues to be discharged through the 
Créve Coeur outfall directly into the Little Russel. Although this practice 
probably has minimal impact on our local population health, many would 
consider it as environmentally undesirable, and the news that Guernsey as a 
would-be “clean and green” tourist destination still permits discharges 
directly to sea frequently produces incredulous disbelief amongst many 
visitors, as well as more tangible detriments such as the automatic loss of 
“recommended” status in the ‘Good Beach Guide’ for all beaches within five 
kilometres of such outfalls. 


Solid waste disposal 


Progress has been slightly better with regards to solid waste, with a States 
commitment to a “waste to energy” plant and a preferred site now 
undergoing more detailed evaluation. However, with solid waste the need is 
more urgent with our last usable “‘hole in the ground” at Mont Cuet being 
“land filled” at more than twice the rate at one time predicted. 


Any further delays in bringing a “waste to energy” plant to fruition, along 
with implementing essential associated measures such as improving waste 
reduction and increasing environmentally and economically justifiable 
recycling and the re-use of waste products, could well result in the island 
running out of land fill space within the next 10-15 years. 


An integrated traffic strategy 


Perhaps the biggest single unresolved environmental health problem is our 
lack of an integrated and comprehensive traffic strategy. During the past 30 
years, the number of private motor vehicles has shown a 110% increase 
(from 17,416 in 1970 to 36,460 in 1999). 


There has been a similar percentage increase in commercial vehicle numbers 
(from 3,440 to 7,247) and a somewhat lesser growth for motor cycles (from 
2,632 to 4,208). 


There has only been a 17% increase in population (from 51,458 at the 1971 
Census to an estimated 60,268 in 1999) and a 35% increase in households 
(from 16,446 in 1971 to 22,216 at the 1996 Census) during the same period. 
Our road carrying capacity remains essentially unchanged. Such an 
imbalance is clearly not sustainable. 


Since around 20% of islanders who are legally entitled to own a motor 
vehicle do not currently do so, the potential for several thousand additional 
motor vehicles on our already overcrowded roads would undoubtedly have 
further detrimental affects on atmospheric, noise and visual pollution, and 
personal health on the islands. 


Air quality monitoring 


Commencing December 2000, the Environmental Health Department set up a 
site for’real time” air quality monitoring in the Grange, St. Peter Port to 
measure “roadside pollution levels” and in another two more distant sites to 
measure “background pollution levels”. 


Analysis of the initial data shows: 


- there are clear peaks of pollution coinciding with both the morning and 
evening “rush hours”; 


- pollution levels during these peaks are approximately twice those on 
Saturdays, Sundays and Bank Holiday Mondays suggesting that the 
main contribution comes from commuter traffic; 


- the peak levels in the Grange are approximately twice as high as those 
on the “background site’ some two hundred metres distant; 


- even at peak levels, limits are almost invariably within European 
minimum air quality standards; 


- since the use of low sulphur fuels at the Power Station and the 
commissioning of the cable link with France, industrial emissions in 
Guernsey may be considered minimal; the main source of atmospheric 
pollution in Guernsey is undoubtedly motor vehicles working 
inefficiently in low gear on our overcrowded urban roads. 


The relative successes of our participation in European ‘Car-free’ Day (22nd 
September 2000) and Guernsey’s own first ‘Car-free’ Day (25th May 2001) 
confirm that a sizeable minority of island residents share these concerns and 
are prepared to make personal lifestyle changes to secure an improved local 
environment. 


Decisions taken in isolation (such as additional urban parking) will displace 
rather than solve the problem. Only an integrated and comprehensive transport 
strategy has the potential to persuade car owners to reduce car usage for some 
journeys such as short trips to local shops or daily commuting to Town. 
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Potential major chemical incident 


It is important to recall that not all threats to the local environment are 
generated locally. On 30" October 2000, the Italian-registered chemical bulk 
carrier ‘Jevoli Sun’ started taking water into her ballast tanks. Her crew were 
airlifted from the ship, and she was taken in tow by the French authorities, 
but foundered and sank close to the edge of the “Hurd Deep” approximately 
12 nautical miles north-west of Alderney. On board she had a cargo 
comprising styrene with inhibitor (3998 tonnes), methyl ethyl ketone (1027 
tonnes) and isopropol alcohol (IPA - 996 tonnes) as well as a larger quantity 
of unused fuel oil. 


The event was initially viewed as a “maritime pollution incident’, and 
therefore it was the responsibility of the Maritime and Coastguard Agency 
(MCA), the French co-ordinating centre, the Alderney authorities and Board 
of Administration to deal with the effects of potential coastal pollution. 


However, as the hull settled on the sea bed, there was leakage of styrene from 
one of the tanks, and when the wind shifted from the south-west to north-west 
one week later the harbour authorities in Alderney and visiting representatives 
of the MCA reported that they could detect a distinct “styrene smell’. 


Possible threats to public health from styrene gas (a toxic chemical which can 
cause irritation of mucous membranes and respiratory symptoms in the very 
young, the elderly, and those with impaired respiratory systems) obviously 
required a rapid public health response. 


We were fortunate that our own States Analyst was able to give initial advice 
and that further advice was readily offered by the Medical Toxicology Unit at 
the National Poisons Centre, Guy’s and St. Thomas’ Hospital. Together with 
the other instrumentalities involved, a contingency plan was agreed and 
“real-time” sampling for atmospheric styrene gas established at the Alderney 
Harbour Office. In the event, the escape of styrene gas was self-limiting, and 
the entire cargo has now been safely removed using a Remote Operating 
Vehicle (ROV) technique. 


However, the event reaffirms the importance of having access to specialist 
and technical knowledge and being able to agree an appropriate level of 
response sufficient to safeguard population health amongst the range of other 
authorities involved. Our sincere thanks are due to the Medical Toxicology 
Unit and National Poisons Centre, as well as to the MCA, for their advice 
and support. 


Is ‘climate change” occurring? 


The dramatic pictures of widespread flooding in York, parts of the West 
Country and along the south coast of England received widespread national 
television coverage. The National Weather Centre at Bracknell Berkshire has 
reported that the twelve-month period from April 2000 until March 2001 has 
been the wettest year since records began in 1766. 


It was also the wettest autumn on record and the wettest April on record. 
Averaged across England and Wales, a total of 1299 mm of rain had fallen 
during this period. 


The pattern in Guernsey was not quite so dramatic, although the Guernsey 
Meteorological Observatory did record “the second wettest year on record” 
at the airport in their year 2000 Annual Weather Report. 


At the same time, the World Meteorological Organisation in Geneva has 
confirmed that the global mean temperatures for 1990, 1995, 1997, 1998 and 
1999 were the highest since records began 140 years ago. The warmest years 
on record since 1860 have all occurred since 1983, and eight of the top ten 
have occurred since 1990. In all, global mean temperature was 0.32° 
Centigrade above the 1961-1990 normal. 


Their verdict? “When we look at patterns of change, we increasingly believe 
that a large part of the recent warming is due to fossil fuel burning.” 


Indicators of Sustainable Development 


This chapter began by taking a global perspective on health and the 
environment and suggested that energy policies in the US (for example) may 
contribute to catastrophic floods in Bangladesh or the disappearance beneath 
rising sea levels of entire island republics in the Pacific. Whether we like it or 
not, our actions as an independent and comparatively affluent jurisdiction 
will contribute (however minimally) to increasing global environmental 
pressures. 


So how does Guernsey compare environmentally? An honest answer would 
have to be “we dont really know”, and if “you can’t manage what you can't 
measure” then some sort of international environmental comparator for 
Guernsey becomes a necessity. 


In 1987, the World Commission on Environment and Development (WCED) 
more commonly known as the “Brundtland Commission” after its Chairman, 
the then Norwegian Prime Minister Gro Harlem Brundtland (currently 
Director General of the World Health Organisation), proposed and 
popularised the phrase “sustainable development”. 


“Sustainable development” was then defined as “development that meets the 
needs of the present without compromising the ability of future generations to 
meet their own needs”. 


Five years after Brundtland, the United Nations Conference on the 
Environment and Development (the “Rio” Earth Summit) was held with 178 
nations being represented and over 120 government leaders attending. Its 
achievements are summarised in the ‘27 principles of the Rio Declaration’. 


However, it also became clear that such aspirations would remain empty 
rhetoric unless they were linked to measurable indicators and targets. 
Foremost amongst these was the need to develop acceptable and comparable 
“indicators of sustainable development” [ISDs]. 


Choosing local ISDs 


Since ‘Rio’, many countries around the world have adopted and regularly 
report on their chosen lists of “ISDs”. In the UK, ‘Local Quality of Life 
Counts’, published jointly by the Local Government Association, Department 
of the Environment Transport and Regions (DETR) and the “Improvement 
and Development Agency” in July 2000, proposed a menu of local indicators 
of sustainable development to be achieved under “Local Agenda 21”. These 
comprise a national core of 150 indicators, with 15 national headline 
indicators, whilst in our “sister island’ of Jersey some 19 “‘core indicators” 
have now also been proposed. 
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In Guernsey, the Environmental Policy Working Group established by the 
Advisory and Finance Committee held a half-day workshop in March 2001 
with presentations from both the DETR in England and the Environmental 
Advisor to the States of Jersey. 


From this, representatives of leading States committees, the private sector 
and community groups were able to select a “short list’ of possible headline 
ISDs suitable for use in Guernsey. 


It is pleasing to report that this concept has now been further accepted by the 
Advisory and Finance Committee, and that this proposed short list is 
included in the 2001 ‘Policy and Resource Planning Report’ published in 
July 2001. 


In the future, it is hoped that the annual reporting of our “environmental 
accounts” will be seen as equally important as economic indicators, such as 
gross domestic product or retail price index or social indicators such as 
unemployment levels or numbers of new houses built. 


With this new information, for the first time we will be able to identify with 
greater certainty those environmental areas which we are managing well and 
those where we compare poorly with other jurisdictions and clearly need to 
improve our performance. 


The ‘“‘Harwood Report” and more “‘joined-up”’ government 


This brief review of the inter-relationships between environmental factors 
and population health in Guernsey confirms that many areas of importance 
have been identified, and that most of these are now being addressed. 


However, it also shows that in several areas (housing, liquid waste 
management, traffic strategy and adoption of “indicators of sustainable 
development” being the most obvious) the necessary progress has been 
unacceptably slow. Like trying to run up a descending escalator, it is possible 
to expend energy apparently moving forward and yet still to end up further 
behind. 


As the rest of the world identifies and begins to address important 
environmental issues, Guernsey risks being seen as something of a “‘laggard” 
in its failure to implement the necessary counter-measures. 


In response to the memorandum from the States Advisory and Finance 
Committee offering individuals the opportunity to make submissions to the 
“Review of the Machinery of Government in Guernsey”, the Director of 
Public Health summarised areas where he felt our present structures and 
processes may impact adversely on public health. 


It was pointed out that, since the first English Public Health Act of 1848, it 
had become increasingly accepted that protecting and maintaining the health 
of the population is a central function of government. To achieve this requires 
an integrated approach across many areas of governmental activity, e.g., 
environment, housing, transport, employment, efc. The effectiveness of 
government in Guernsey in this context needs to be judged by how well it 
can work across organisational boundaries to achieve measures which protect 
and improve public health. 


Good government is about the ability to make difficult and sometimes 
unpopular decisions in the interests of the greater long-term public good. 


In this context, it would seem that government in Guernsey has evolved with 
a series of checks and balances which all but prevent complex issues being 
addressed or major decisions being made. In particular, it was felt that: 


@ there does not appear to be any clear strategic direction or priorities, or 
if there are these are rarely translated into positive action; 


decision making a ears costl és time consumin ae aS etitive and often 
o 
inconsistent; 


@ decisions which are deemed to be potentially unpopular in the short 
term tend to be avoided even if they may lead to a greater long term 
good. 


The changes proposed in the Harwood Report and the subsequent “Statement 
of Views of the Panel’, viz. fewer politicians, fewer but larger States 
committees taking a more strategic view, more effective decision making and 
greater accountability by individuals for the decisions made, would seem to 
address many of these perceived shortcomings. 


In the several important areas summarised in this chapter, health and the 
environment in Guernsey can only benefit as a result. The challenge must 
now be to ensure that this opportunity is not wasted, and that the necessary 
changes are made to our machinery of Government in the interests of 
protecting and improving our own local environment, our quality of life and 
health and our responsibilities to the wider world community. 


Dr David Jeffs 
Director of Public Health 
October 2001 


FURTHER IMPROVING HEALTH 


Chapter Two 


Further Improving Health 
Health needs and health services 


In their latest formulation for global health improvement ‘Health for all in 
the 21" Century’ (1998),\the World Health Organisation (WHO) has pointed 
out that the most expensive way to provide health services is to wait until 
individuals fall sick and then attempt to “cure” their illness. The WHO 
suggests that an alternative is a model based on: 


@ a robust epidemiological analysis of the most common local diseases, 
most common causes of premature death and major areas of healthcare 
expenditure; 


@ a review of programmes for which there is sound “evidence” of 
success in preventing or reducing the health impact of such diseases; 


@ implementation of such programmes at the lowest possible “tier” of 
the health system, i7.e., in community and primary care in preference to 
secondary or tertiary care. 


The more successful a health service is in moving down this gradient from 
“individual treatment” to “‘population/prevention” the more cost-effective 
that health system is likely to be. 


In June 2000, the Board of Health published “Our Healthier Islands”’, a five- 
year review of local health between 1994 and 1999 particularly comparing 
population health indices around the 1991 Census (1988-1993) with those 
around the 1996 Census (1994-1998). 


“Our Healthier Islands” suggested that this updated health information 
should be used to review health promotion priorities. It was pointed out that 
changing epidemiology, changing demography and changing expectations of 
health amongst the Guernsey population, together with changes in health 
technology, meant there might well be real changes in the “‘health needs” of 
the population and in the best ways of meeting these needs. 


Selecting health promotion priorities 


Several years ago when the NHS was faced with severe financial problems, 
work had been undertaken using focus groups to advise on possible “‘health 
rationing’’. Groups of medical practitioners, health managers and the general 
public had been asked to rank various health interventions - very different 
priorities were recommended by these various groups. 


For this reason it was decided to widen the consultation exercise in Guernsey 
to include not only medical practitioners and Board of Health members and 
employees, but officers of other States committees, voluntary and community 
groups, representatives of business and industry and representatives of the 
local media who had particular insights into local opinion. 
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FURTHER IMPROVING HEALTH 


Two different “focus groups” were: arranged, and participants were initially 
asked to rank 21 potential health promotion priority areas on the basis that 
these were: 


@ acommon cause of premature death or disability 
@ an area of high health service expenditure 


@ an area where there was a perception that present services could be 
improved. 


The 21 selected areas together comprised around 90% of all causes of 
premature death and correspondingly high areas of health service expenditure 
in Guernsey. 


Around 65 local “opinion leaders” were initially identified as potential 
participants, of whom 49 (75%) returned their “‘first round” initial rankings. 
Of these, 38 (59%) were able to attend one or other of the two “focus group” 
sessions. 


The Director of Public Health reviewed the “evidence” in “Our Healthier 
Islands” and participants then split into two main groups. Initially they were 
sub-divided into pairs, before coming together as foursomes, then as 
eightsomes, etc. to amalgamate and consolidate views as to the relative 
importance of the various health areas and interventions identified. 


This was seen as a “reality check” - unless health promotion priorities are 
understood and supported by a wide cross-section of the community, a lot of 
health promotion effort is going to be wasted on areas not perceived as 
important by “opinion leaders” or the public more generally. 


In the event, there seemed to be a high level of agreement as to where we 
should be focusing our fairly limited health promotion resources over the 
next five years - as summarised in Table 2.1. 


Further discussion has suggested that “tackling health inequalities” could 
best be dealt with as an “umbrella” across all programmes - e.g., initiatives to 
“improve nutrition” or “promote exercise levels” would be preferentially 
targeted at those most likely to benefit often the least affluent members of our 
community. 


Health trends in 2001 


As well as identifying “health promotion priorities”, it is important to be able 
to demonstrate ongoing improvements to population health in these selected 
areas. As summarised in Figure 2.1 cancers, circulatory diseases and 
accidents and injuries (including suicides) are responsible for over 2,250 
“notential years of life lost” (PYLL) (that is, premature deaths <75 years) 
every year in Guernsey. 


These represent over 80% of all premature deaths in Guernsey and have 
therefore been selected for annual reporting. The use of “three-year rolling 
averages” have again been used to “iron out” large year-to-year variations. 
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Figure 2.1 - ‘Potential Years of Life Lost’ (PYLL) 
Trends: 1988/93 and 1994/98 compared 
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Figure 2.2 - Acute and Total Cardiovascular Mortality 
3 Year Rolling Averages - Guernsey 1993-2000 
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@ Cardiovascular mortality (Figure 2.2) 


Male deaths from acute myocardial infarction, and male deaths from all 
cardiovascular causes have continued the downward trend seen over the past 
several years. In contrast, the rising trend in female deaths from acute 
myocardial infarction continues, and there is now little difference between 
male and female mortality rates from all cardiovascular causes. 


@ Cancers (Figure 2.3 - 2.5) 


A similar picture is seen in total cancer mortality with a continuing fall in 
male deaths (in part due to continuing falls in lung cancer deaths) and a slight 
rise in female lung cancer and breast cancer (though not in large bowel 
cancer) leading to an overall increase in female total cancer mortality. 


The slight downward trend amongst both men and women for large bowel 
cancer mortality seen in the past few years seems to be continuing. 


@ Total injury and suicide mortality (Figure 2.6) 


There has been a continuing fall in male suicide deaths, contributing to the 
continuing decline in injury (both intentional and non-intentional) deaths 
seen amongst Guernsey males, and a falling level of suicides, but a plateau- 
ing of “all injury mortality” amongst Guernsey females. 


Progress with ‘‘clinical indicators” 


Annual mortality figures are a fairly blunt instrument for measuring the 
burden of any particular disease or condition in the population and the 
effectiveness of the various health interventions to try and ameliorate this. 
Accordingly, there has been increasing interest in “clinical indicators” to 
measure the quantity, quality and effectiveness of the various health 
interventions provided. 


In the NHS, hospital activity data, such as admissions, average length of stay, 
bed occupancy, efc., have been available for many years. More recently, 
outpatient data such as waiting times, “failure to attend” levels, efc., have 
also been collected. 


In parallel, a ‘Public Health Common Data Set’ has been gradually expanded 
and refined. As well as traditional mortality statistics, this now contains 
details of cancers, maternal and child health (including congenital 
malformations), infectious diseases, mental and oral health, efc., all reported 
on an individual Health Authority basis. 


More recently, the publication of the ‘Performance Assessment Framework’ 
in July 2000 and a Consultation Document on ‘NHS performance indicators’ 
in May 2001 have sought to integrate health data from various sources to 
produce a group of indicators, which will reflect overall Health Service 
performance. 


Within the NHS it is hoped that such performance measures will prove useful to: 
inform patients and the public; 

set targets and track progress Over time; 

compare performance between health units; 


allocate resources. 


13 


14 


350 T 


Rates per 100,000 persons 


Figure 2.3 - Total Cancer and Lung Cancer Mortality 


4 


3 Year Rolling Averages - Guernsey 1993-2000 
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Figure 2.4 - Total Cancer & Large Bowel Cancer Mortality 
3 Year Rolling Averages - Guernsey 1993-2000 
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Figure 2.5 - Total Cancer and Breast Cancer Mortality 
3 Year Rolling Averages - Guernsey 1993-2000 


Males and Females : rates per 100,000 
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Figure 2.6 - Total Injury and Suicide Mortality 
3 Year Rolling Averages - Guernsey 1993-2000 


Males and Females : rates per 100,000 
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The full list is very comprehensive, and includes coronary heart disease, 
cancers, mental health, diabetes, sexual health, teenage pregnancy, smoking 
levels efc. - in all, some 25 aspects of overall performance. 


Once results are available on a Health Authority or NHS Trust basis, it is 
inevitable that the Board of Health will be asked how services in Guernsey 
compare with published data from the UK. It is therefore important that we 
are able to identify a limited selection of such indicators covering a 
representative range of conditions so that we can at least have a meaningful 
comparator. It is hoped to identify and report on such a “short list” within the 
next 12 months. 


Clinical governance in Guernsey 
“Clinical governance” is an umbrella term for all those activities which 
result in the delivery of high quality clinical services and excellence in health 
outcomes. Promoting good “clinical governance” should be an accepted and 
a demonstrable part of the work of all health care professionals. 


“Clinical governance” was proposed in the NHS White Paper “The NHS: 
Modern, Dependable.” (December 1997). All NHS Trusts were required to 
have structures in place for achieving “clinical governance” by the end of 
Loos: 


Not being part of the NHS, there is obviously no statutory requirement for 
the Board of Health to adopt similar measures. However, reports of recent 
““medical mishaps” in the national media, the support by the various ‘Royal 
Colleges’ that high standards of clinical care are not only practised but can 
also be demonstrated and impending moves towards medical revalidation by 
the General Medical Council (GMC) all mandate that parallel structures to 
ensure good “clinical governance” are adopted in Guernsey. 


The Board of Health has agreed to support such developments and the basic 
structures are already in place: 


@ Clinical audit/clinical risk management activities have been 
established across all major specialities, and the Medical Specialist 
Group have implemented a series of “academic half-days”. 


@ A start has been made on establishing separate clinical audit/clinical 
risk management groups in mental health and elderly care services. 


@ The Chairmen of the three primary practice groups have agreed to 
support the introduction of “clinical governance’”’, but are concerned 
about its effect on work load and the primary care “manpower 
formula’. 


@ Both medical practices in Alderney have agreed to support appropriate 
“clinical governance” activities. 


@ A Clinical Risk Manager and a Clinical Audit Nurse have been 
appointed. 


@ It has been agreed by all parties that the Medical Advisory Committee 
(MAC) should act as the “final common pathway” for reporting 
“clinical governance” activities to the Board of Health. 
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However, despite this progress, services in Guernsey must be seen as lagging 
behind their counterparts in the UK in addressing “clinical governance” 
issues. In particular: 


@ Clinical audit “activities” often address areas of interest rather than 
areas of importance with respect to the population health of Guernsey 


@ Little attempt has been made to date to audit “evidence based” practice 
across the clinical services provided 
/ 


@ There has been no general agreement about reporting mechanisms 
below the Board of Healths Medical Advisory Committee, and there 
has been no single individual charged with ensuring that good 
“clinical governance” can be demonstrated. In many NHS Trusts, this 
would be the responsibility of the Medical Director or in some a 
specially appointed Director of Clinical Governance. 


Local research ethics committee 


One result of the increasing interest in “evidence-based” practice and the 
need for local health data has been the increasing amount of health research 
undertaken locally. 


In accordance with recommended practice, a local medical research Ethics 
Committee established some years ago to ensure that high ethical standards 
are maintained in the conduct of all clinical research investigations 
undertaken locally. The local committee contains both medical and lay 
members and during 2000 considered 5 applications to conduct local medical 
research. 


A number of additional applications were also vetted by the Director of 
Public Health and the then Chief Nursing Advisor, but were felt not to 
require Ethics Committee approval because they did not involve 
experimentation on human subjects and/or used only anonymised patient 
data. Such studies may more correctly be viewed as “‘clinical audit’. 


Local research of particular interest includes: 
@ Medicinal use of cannabinoids 


Chronic neurogenic pain, muscle spacicity associated with multiple sclerosis 
(MS), pain associated with rheumatoid arthritis (RA) and less common 
conditions such as trigeminal neuralgia tend to be resistant to conventional 
medical treatments. There has therefore been increasing interest over recent 
years in using extracts from the cannabis plant (cannabinoids) to treat aspects 
of these conditions. 


The Board of Health agreed in February 2000 that such trials could take place 
on Board of Health premises, and following approval of the trial protocol by 
the medical Ethics Committee, a medical research centre was established and 
a medically qualified research co-ordinator appointed. Some 50 people were 
referred to the centre, of whom 30 were screened and 21 were selected in that 
they fulfilled the full “entry criteria” for the trial. Approximately half had 
MS, 4 had RA and the remainder a range of neurological conditions with 
intractable symptomatology. 
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The research design was of an “N of 1” “double-blind” cross-over trial, in 
that neither the researcher nor the patient was aware at any particular time 
whether the active constituent or a placebo was being used. Preliminary 
results suggest that the great majority of those patients with MS and RA have 
both found benefits over and above those obtained from their current 
medication or the placebo and have now entered into the “long-term 
extension” phase of the trial. 


The trial will be continuing in Guernsey, and it is hoped to recruit at least a 
dozen new patients during late 2001/2002. 


@ Bupropion as an aid to smoking cessation 


In the recent White Paper “Our Healthier Nation” (1999), smoking is 
described as “the single greatest cause of avoidable illness and preventable 
deaths in this country ... smoking is the most powerful factor which 


’ 


determines whether people live beyond middle age”’. 


This view is endorsed in the Board of Health publication ‘Our Healthier 
Islands’ (2000), and preventing smoking uptake/promoting smoking 
cessation was accordingly identified as the leading health promotion priority 
in the ‘Health - your choice’ exercise referred to above. There was therefore 
intense interest in the new smoking cessation drug bupropion (Zyban) which 
is believed to act centrally on the “‘satiety centre” to assist smoking cessation. 


The drug received its product licence in September 2000, and the Prescribing 
Support Unit Steering Group established between the Guernsey Social 
Security Authority and the Board of Health in 1998 agreed that up to eight 
weeks’ treatment could be prescribed at normal prescription charges 
providing that the recipient attended the motivational support workshops run 
by the ‘Guernsey Quitline’. 


After a four-month “‘shakedown period” all participants enrolling in the 
course from January 2001 were formally entered into a trial to evaluate the 
effectiveness of the combined approach. 


Early results suggest that 65% of smokers who enrolled in January 2001 and 
attended the complete eight-week course of motivational support were still 
not smoking a full three months later. 


These figures compare very favourably with only 5% of smokers succeeding 
in quitting without outside help and the 15%-30% success rates reported from 
most UK programmes. 


It is intended to publish a formal evaluation of outcomes for all those who 
enrolled in January-June 2001 in due course. 
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Chapter Three 


Environmental Health 


2000 Overview 


With the retirement off Mr Mike Bairds in December 1999 and the 
appointment of Mr John Cook and Mr Tony Rowe as Chief and Deputy Chief 
Environmental Health Officers respectively, a vacancy arose for an 
Environmental Health Officer within the department. The vacancy proved 
difficult to fill, and Ms Isobelle Belcher did not take up her appointment as 
Environmental Health Officer on a short-term contract until August 2000. In 
the meantime Mr Jonathan Coyde, who had been with the department since 
1996, decided in the middle of the year to explore foreign climes. This 
resulted in the department being one Environmental Health Officer short for 
the whole of 2000 and two officers short during two months of the busy 
summer period. Fortunately the department was able to employ a student, 
Miss Emily Browning, during July and August, and she carried out the 
majority of the routine swimming pool sampling and a food temperature 
survey. 


The Trainee Environmental Health Officer continued to progress with his 
MSc studies at Birmingham University and is expected to graduate and be 
accepted as a Graduate Member of the Chartered Institute of Environmental 
Health early in 2001. 


The Chief Environmental Health Officer, Deputy Chief Environmental 
Health Officer and Waste Regulation Officer were all actively involved in the 
implementation and regulation of the States’ Solid Waste Strategy; the Chief 
Environmental Health Officer being a member of the Solid Waste Working 
Party and the Deputy Chief Environmental Health Officer a member of the 
Project Team. 


The Department’s waste regulation and environmental protection roles were 
somewhat frustrated during 2000 when the UK Home Office required the 
amendment of the ‘Transfrontier Shipment of Waste Ordinance, 1999’ in 
order to achieve Basel Convention compliance, and the proposed ‘Control of 
Environmental Pollution’ legislation was not implemented. An outside 
consultant, Dr G.W. Rae was commissioned to assist in the preparation of the 
Projet de Loi for the ‘Control of Environmental Pollution (Guernsey)’ 
legislation. 


Visits by Department Staff 


The department is organised into two main sections - Food Safety and 
Infection Control, which deals with the inspection of food premises, food 
hygiene training and investigation of infectious diseases, and Environmental 
Control, which deals with matters such as housing, noise and air pollution. 
This section also deals with rodent control and employs two rodent control 
operatives. The department also carries out waste regulation and employs a 
waste regulation officer. The department completed a total of 6460 visits 
during 2000, and these are detailed under the section headings. 


19 


Figure 3.1 Food Safety and Infection Control 
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Figure 3.2 Food Complaints 2000 - 72 Complaints 
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Food Safety and Infection Control (Figure 3.1) 


The department continued to promote its Hygiene Award Scheme in 2000, 
following its successful launch in 1998. The Award scheme recognises high 
standards in food hygiene and is divided into three parts - practice and 
structure, hazard analysis and staff training. In each area, emphasis is placed 
on complying with the legal requirements, recognising good practice and the 
demonstration of due diligence. Unfortunately, the take-up of the award by 
the trade was not as good as in previous years, and only 3 premises were 
granted the award during the year. Further efforts will be made to promote 
the award in 2001 when the department is again fully staffed. 


The Food Safety section made 1997 visits during the year 2000. Of these 
1059 were initial visits, with 938 being revisits. 


@ Food Complaints (Figure 3.2) 


A total of 72 food complaints were received during the year, a slight increase 
over the 69 recorded in 1999. 


42 of the complaints were either unsubstantiated or the source of the problem 
occurred subsequently to the purchase of the food. Only one of the 
complaints was referred for prosecution. 


@ Food Surrender 


A total of 27 surrender certificates, including one issued in Alderney, were 
issued during the year. This compares to 26 issued in 1999. The Board’s 
policy of charging for the issue of certificates, freeing valuable officer 
resources, continues to keep such requests to a minimum, and there has been 
a great reduction from the peak of over 200 in 1992. 


@ Food Hygiene Training (Figure 3.3) 


The Board’s Hygiene Award Scheme has continued to generate interest in the 
Basic Food Hygiene Certificate. 


11 Basic Food Hygiene courses were run by the department in 2000. Of the 
107 candidates, 104 successfully completed the course and were awarded the 
Certificate. Unfortunately, owing to a lack of staff resources, neither the 
Intermediate Certificate Course nor the Hazard Analysis Awareness Course 
was run this year. The department hopes to be able to run these courses again 
in 2001. 


@ Formal Action 


Two Improvement Notices were served during the year. This involved two 
premises - both take-away food premises. One of the notices related to a 
rodent infestation, whilst the other concerned inadequate temperature control 
due to poor maintenance of refrigerators. Both Improvement Notices were 
complied with, without the need for prosecution. 


One food complaint was referred for prosecution. This resulted in a formal 
Police caution for the company concerned. 
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Figure 3.4 Salmonella/Campylobacter Notifications 
1994 - 2000 
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Figure 3.5 Food Poisoning 2000 
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@ Food Poisoning (Figures 3.4 and 3.5) 


A total of 118 confirmed cases of salmonella food poisoning were notified to 
the department during 2000. This figure reverses the recent downward trend 
and is the highest since 1997. There were two small outbreaks, one at a 
restaurant and the other at the King Edward VII Hospital. The rest were 
individual cases or family outbreaks, and 8 originated outside the Bailiwick. 
Raw or undercooked eggs were the foods most commonly indicated as the 
vehicle of infection. One, case of E.coli 0157 was notified to the department; 
this was contracted outside the island. Additionally, there were 126 
confirmed cases of campylobacter, which reinforces the recent upward trend 
in notifications. 


Environmental Control (Figure 3.6) 


Officers made a total of 2123 visits during 2000. 996 were initial visits with 
the remainder (1127) being follow up visits. 


@ Water Samples (Figure 3.7) 


The following samples were taken during 2000 for chemical and/or 
bacteriological analysis. 


Water Samples 2000 
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Figure 3.7 compares the 2000 sampling programme with previous years’ 
sampling. 


@ Shellfish Sampling 


There are 9 graded shellfish beds around the island, although only 6 are in 
use. 4 are in grade A (the top grade) whilst the other 5 are in grade B. All 
shellfish are for local consumption. A total of 48 shellfish samples were 
taken during the year. From the results of these samples, 34 consignments 
were passed fit for human consumption whilst 14 remained for further 
purification. 


@ Rodent and Pest Control 


1156 treatments were carried out including 63 disinfestations. Systematic 
treatments of bays and headlands have continued throughout 2000. Rodent 
control operatives carried out 2340 visits in total during the year. 
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Figure 3.6 - Environmental Control 
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Figure 3.7 - Water Samples 1995-2000 
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@ Housing 


63 complaints were received during 2000. This resulted in 221 visits to 
premises to assess housing conditions and to ensure unsatisfactory conditions 
were remedied. Areas of concern included overcrowding, dampness and 
unsatisfactory living conditions. The vast majority of the complaints were 
dealt with by informal action with landlords, and it was only necessary to 
issue three closing notices in respect of units of accommodation unfit for 
human habitation. 


@ Air Quality (Figures 3.8 - 3.13) 


The department’s real-time air quality monitoring continued throughout 
2000. Results indicate that the general air quality of Guernsey remains very 
good. No exceeding of the relevant guidelines was noted, and average levels 
of the measured pollutants were considerably below the guideline levels. 
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Graphs giving the annual results for the above pollutants can be seen at 


figures 3.8 to 3.11. 
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FIGURE 3.8 REPORT FOR 01/01/00 24:00 - 31/12/00 24:00; Nitrogen Dioxide 
XG [ppb ] STATION: GuernseyB Roadside Avg.Time: 1 Hour 
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FIGURE 3.9 REPORT FOR 01/01/00 24:00 - 31/12/00 24:00; Nitrogen Dioxide 
NO2 [ppb ] STATION: GuernseyA Roadside Avg.Time: 1 Hour 
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FIGURE 3.10 REPORT FOR 01/01/00 24:00 - 31/12/00 24:00; Sulphur Diox 
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Figure 3.12 Nitrogen Dioxide Survey - Results in parts per billion 
(ppb) in St. Peter Port 1995 - 2000 
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Figure 3.13 Nitrogen Dioxide Survey - Results in parts per billion 
(ppb) at other island sites 1995 - 2000 
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The department also continued its monthly nitrogen dioxide survey at nine 
sites around the island. The overall downward trend of previous years 
continued, although one of the St. Peter Port sites showed a small increase in 
levels compared to 1999. 


The UK’s Department of the Environment indicates that levels of nitrogen 
dioxide below 50 ppb indicate ““Very Good” air quality. The results show that 
the standard of air quality in respect of nitrogen dioxide is well within 
recognised international standards. 


Unfortunately, bonfires of all types continue to be a major cause of complaint 
to my department. Changes in the public health laws in 1999 made smoke 
from premises a statutory nuisance. Such bonfires are largely unnecessary as 
alternative, and in most cases more suitable means exist for disposing of 
waste. 


Mr John Cook 
Chief Environmental Health Officer 
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Chapter Four 
Health Promotion Unit 


Increasing ‘‘Awareness”’ 


The past twelve months| have once again proved to be very busy for the 
Health Promotion Unit. One aim, in addition to work in specific areas, was to 
increase clients’ awareness of the services the Unit provides. This has been 
achieved through various initiatives including the creation of a website — 
www. guernseyhealthpromotion.com. From the initial launch in September 
2000, the number of visits has steadily increased to an average of 400 hits per 
month including many from overseas. As well as outlining the services on 
offer, the website has pages which outline the latest campaigns, e.g., 
osteoporosis, sun awareness and a page of links to other useful health-related 
sites. 


In addition, displays on the work of the Unit have been set up at the 
Education Development Centre and at five different schools, and 
presentations have been given to NVQ and GNVQ students, nursing staff and 
secondary school pupils. Three editions of the Unit’s newsletter ‘Unit’ have 
been produced and sent out to over 700 different contacts, and the number of 
resources out on loan has increased from 1731 in 1999/2000 to 1871 in 
2000/2001. In the same period, the number of leaflets distributed increased 
from 51,300 to 66,300. 


Health Promotion in Action 2000/2001 


All pictures courtesy Guernsey Press except * 


Health Promotion Officer 
Yvonne Le Page launches 
‘Eat for Life’ Month, 
October 2000 
with the help of 
Guernsey Market Traders 


Assistant Health Promotion Officer, 
Gerry Grange and Peter Falla, 
Tourist Board examine the first 

edition of the Guide to Smoke free 
eating and drinking in the 
Channel Islands 


New GASP staff 
Katherine Green and 
Joanne Staples promote 
their Aquathon, July 2000 


Two pupils from 
Forest School take 
part in their Walking Bus 
as part of 
Walk to School Week, 
May 2001 


Annette Henry, Quitline Advisor 
leads a smoking cessation group, 
September 2000 


*K 


One of the Walk your 
Way to health groups 
sets off June 2001 
(photograph courtesy of Robin Millard) 


Smokebusters join 
Phil Le Bin 
fora cigarette end litter hunt, 
July 2000 
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‘Live for Life’ 


The ‘Live for Life’ healthy lifestyle programme continued with an emphasis 
on nutrition during ‘Eat for Life’ month in September. ‘Live for Life’ tutors 
also ran weight management courses, circuit training courses and a variety of 
sessions on stress management, healthy eating and cancer awareness. The 
health promotion officers led a number of different sessions for Specsavers 
staff and for a mental health support group and assisted in the production of a 
stress in retirement video which should be available in the autumn. The 
Cardiac Rehabilitation programme was revamped to include two tutors per 
session and has recently changed to a rolling programme so that waiting 
times for new clients are kept to a minimum. 


Smoking 


Smoking activities were dominated by the launch of the anti-smoking drug 
Zyban ® in September 2000. In preparation, one advisor in Alderney and two 
additional part time advisors in Guernsey were recruited. Yet Guernsey 
Quitline staff were initially overwhelmed. They answered up to 15 calls a 
day, but this has now dropped to much more manageable levels. Over 1000 
clients have been seen since September, and the results of a trial looking at 
success rates are now awaited. 


The Assistant Health Promotion Officer has worked closely with GASP 
particularly to organise the recruitment and training of the two new staff and 
assisting in a variety of the Project’s fun and educational activities. 


She also ran three training days on smoking cessation for young people for 
teachers, youth workers and school nurses to prepare for the launch of 
GASP’s Youth Quitline and worked with the project workers and the UK’s 
Apause Project to adapt it for use in smoking education. This peer-led 
schools work involved 16 Year 10 students teaching Year 7 pupils, and its 
success has led to its being repeated in September. The Assistant Health 
Promotion Officer was also selected to attend a European Conference on 
young people and smoking in Finland, which proved to be very informative 
as well as confirming that Guernsey is one of the front runners in 
implementing community-wide anti-smoking measures. 


Healthy Schools 


In conjunction with the Primary Personal, Social and Health Education Co- 
ordinator, support was given to the Amherst Junior, St. Sampson’s Infants 
and Vauvert Primary Schools to gain the National Health School Standard. 
This included meetings with staff, provision of resources, assistance in 
setting up press calls and help with targets and evaluation. Following a visit 
from a UK validator, all three schools were successful and another three have 
now started on the award. 


The Unit also part-funded a training day for secondary schools on the use of 
‘circle time’ strategies to teach PSHE and supported the PSHE Co-ordinator 
in work in primary schools and in developing an island PSHE scheme of 
work. In March the Unit facilitated an exhibition of seventeen different 
agencies that are able to support personal social and health education 
exhibitions in schools. 
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Physical Activity 


Initiatives to promote physical activity included participation in the European 
and Guernsey ‘Car-free’ days, and the Health Promotion Officer is a member 
of the States Traffic Committee’s ‘Vulnerable Road Users’ Working Party’. A 
demonstration ‘Walking Bus’ was organised with the Police Road Safety 
Officer, and St. Sampson’s Infant School and seven schools took part in 
‘Walk to School’ Week. In conjunction with Beau Séjour, a regular exercise 
class for women on low incomes was run, which has proved to be very 
popular, and the ‘exercise on Prescription’ scheme was expanded to four 
sessions per week. 


In conjunction with the Sports Development Unit, a new ‘Walking the Way to 
Health’ programme began in May 2001. 16 volunteer walk leaders were 
trained by a UK British Heart Foundation facilitator. There are now five 30- 
minute walks each week with two leaders per walk to ensure participants 
walk at a safe but effective pace. 


Child Accident Prevention 


The Health Promotion Officer attended the RoOSPA Home Safety Congress in 
the UK and joined five other members of the Guernsey Child Accident 
Prevention Group at their Jersey equivalents’ seminar to hear about the latest 
initiatives in injury prevention. Cooperation from HM Greffier and ‘Aladdin’s 
Cave’ now enables all new parents to receive two magazines on safety for the 
under-fives, and the Group staffed a very successful Garden Safety 
Exhibition brought from the UK to Floral Guernsey by the Trading Standards 
Service.The largest event was the extension of the ‘Safety Calling’ Challenge 
for Year 6 pupils, which enabled nearly 700 children to attend over a period 
of 7'/2 days. The event involved a major commitment of resources from the 
agencies involved and from the venue, Oakvale School, but the children 
thoroughly enjoyed their visit, and it was highly praised by teaching staff. 


The year ahead 


The next project planned is to train another group of ‘Live for Life’ tutors to 
enable the Unit to expand the healthy lifestyle sessions available. There will 
also be projects to follow up the health promotion priority setting meetings 
held at the beginning of the year, particularly in the areas of sexual health and 
alcohol. 


Miss Yvonne Le Page, 
Health Promotion Officer 
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Table 5.0 


Notification of Communicable Diseases 2000 


Measles 

Mumps 

Rubella 
Whooping Cough 
Food Poisoning 
Hepatitis A 
Hepatitis B 
Hepatitis C 
Meningitis 
Tuberculosis 
Malaria 

Scarlet Fever 
Psittacosis 
Dysentery 

Q Fever 
Confirmed HIV carriage 
AIDS 


1996 | 1997 | 1998 | 1999 | 2000 
1 0 0 0 0 
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Chapter Five 
Communicable Disease Control and Sexual Health 


Outbreak of meningococcus C disease 


The year 2000 started tragically with nine cases of, and two deaths from, 
meningococcal C disease. In several of these cases, links could be 
established. 


Fortunately, following the further implementation of the planned 
meningococcal C immunisation programme, no further cases occurred after 
March 2000. Since the immunisation programme, there has been an 85% 
decrease in incidence of meningococcal C disease in the United Kingdom 
and no further cases in Guernsey. 


Around 18,500 doses of meningococcus C vaccine were given over a 15- 
month period (around 8,500 through family practitioners’ surgeries and a 
further 10,000 through special sessions organised by the School Nurses). 
Effective team-work was essential, and special thanks are due to the Chief 
Pharmacist and Pharmacy staff at the Princess Elizabeth Hospital, to family 
practitioners and their practice nurses who were responsible for the pre- 
school immunisation programme, and to the School Nurses who organised 
special sessions at the various secondary schools. As a result, all students up 
to 18 years have been offered the highly effective meningococcus C vaccine, 
and hopefully deaths and serious illness from meningococcus C should now 
become an unhappy memory of the past. 


MMR immunisation and unfounded fears 


In contrast to the clear benefit of immunisation in this life-threatening 
disease, there has continued to be further unsubstantiated publicity about the 
possible risks of MMR vaccine. All expert opinion is in agreement that the 
current MMR vaccine is safe and effective when given in this combination, 
and we continue to make all possible efforts to encourage parents to have 
their children immunised. 


True risks of tuberculosis 


Tuberculosis continues to be in the news with an increased incidence in the 
United Kingdom due to increases in inner-city and immigrant populations. 
We have no evidence of tuberculosis transmission in Guernsey in recent 
years, and all cases have been due to reactivation of old disease or found to 
have been contracted abroad. There continues to be a lot of pressure from 
parents to have their children immunised, in complete contrast to the 
situation with MMR. It is important however to stress that immunisation 
against tuberculosis is much less than 100% effective and it may wane in 
effect with time. In the recent UK school outbreak in Leicester, the majority 
of the affected children had been immunised. We still believe that our policy 
of selected immunisation of high-risk individuals is correct, and the evidence 
supports this. 
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Sexual Health Clinic - KC60 Reporting - Year 2000 (Part A) 


of which |Female 
Total | homosexually 
acquired 


Condition 


Primary and secondary infectious syphilis 
Early latent syphilis (first 2 years) 


Congenital syphilis, aged under 2 
Congenital syphilis, aged 2 or over 
Epidemiological treatment of suspected syphilis 
Uncomplicated gonorrhoea 
Gonococcal ophthalmia neonatorum 
Epidemiological treatment of suspected gonorrhoea 
Gonococcal complications 
Chancroid / LGV / Donovanosis 
Uncomplicated chlamydia infection 
Complicated chlamydia infection 
Chlamydia ophthalmia neonatorum 
Epidemiological treatment of suspected chlamydia 
Uncomplicated non-gonococcal / 

non-specific urethritis in males 
Epidemiological treatment of NSGI 
Complicated non-gonococcal / non-specific infection 
Trichomoniasis 
Anaerobic / bacterial vaginosis and male infection 
Other vaginosis / vaginitis / balantis 
Anogenital candidosis 
Epidemiological treatment of C6 and C7 
Scabies / pediculosis pubis 
Anogenital herpes simplex — first attack 
Anogenital herpes simplex — recurrence 
Anogenital warts — first attack 
Anogenital warts — recurrence 
Anogenital warts — re-registered cases 
Molluscum contagiosum 
Antigen positive viral hepatitis B 
Other viral hepatitis 
Urinary tract infection 
Other conditions requiring treatment at GUM clinic 
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Nn = 4 ee Go 
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Other episodes not requiring treatment 105 
Asymptomatic HIV infection — first presentation 1 
Asymptomatic HIV infection — subsequent presentation fi 


HIV infection with symptoms, not AIDS 
— first presentation 
HIV infection with symptoms, not AIDS 
— subsequent presentation 


<=) 
>) 


AIDS -— first presentation 
AIDS — subsequent presentation 


HIV antibody counselling — with testing 
HIV antibody counselling — without testing 
Hepatitis B vaccination 

Family Planning 

Cervical cytology — minor abnormality 
Cervical cytology — major abnormality 


Total: all conditions = ae 
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Food poisoning still a problem 


Food poisoning continues to occur at a significant rate, with a steady rise in 
the number of laboratory-confirmed cases particularly in the summer months. 
The only effective prevention for this is sound food-handling techniques. 
Any outbreak, particularly in a catering establishment, reflects a failure of 
good hygiene or food handling practices. The Environmental Health 
Department is very active in running training sessions on correct food 
hygiene, and we hope that this work will soon be reflected in improved 
figures. 


In common with the United Kingdon, the rise in food-poisoning notifications 
is accounted for mainly by campylobacter. This is a bacterium widely 
distributed in animal populations, but is not normally spread from person to 
person. 


Dr Brian Parkin, 
Deputy Medical Officer of Health 


Sexual Health Clinic 


There has been a continuing expansion in the services provided in the Sexual 
Health Clinic despite considerable constraints in manpower and hours. 


The new site has proved to be popular with clients of both sexes and all ages, 
with its pleasant outlook and discreet setting. 


There were three cases of infectious syphilis and one of congenital syphilis as 
a consequence of maternal infection. The re-emergence of syphilis at the end 
of the 20th century is something that many felt to be unlikely. However, in 
the past two years in the United Kingdom, diagnoses of syphilis have risen 
by 58% amongst men and by 27% amongst women. Similar increases have 
been observed across Europe and the USA. This confirms the importance of 
continued ante-natal testing for syphilis and the need for well resourced 
genito-urinary medicine (GUM) departments and sexual health clinics. 


Gonorrhoea is the second most common sexually transmitted bacterial 
infection in England and Wales. Its increasing incidence, which is linked with 
poor reproductive and sexual health outcomes, and the development of anti- 
microbial resistance have made it a major public health concern. Several 
surveys have shown that between 10% and 12% of gonoccocal isolates 
diagnosed worldwide have some form of anti microbial resistance, and this is 
also true of gonoccocal isolates in Guernsey where the infection has been 
acquired abroad or homosexually. 
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Code and conditions 


Al, A2 
Primary and secondary 
infectious syphilis 


B1, B2 
Uncomplicated 
gonorrhoea 


B3 
Gonococcal ophthalmia 
neonatorum 


B1, B2 
uncomplicated gonorrhoea 
-homosexually acquired 


C4A, C4C 
Uncomplicated chlamydial 
infection 


C10A M 3 po 3 
Anogenital herpes simplex 
- first attack Ne mM De 3 I 8 


C11A M | 21 44 84 34 30 1 ZA 
Anogenital warts 
- first attack R 2 3 40 32 ae 15 6 150 


Sexual Health Clinic - KC60 Reporting - Year 2000 (Part C) 


First attendance Subsequent attendances 
Total attendances in the year 
- as on KHO9 return 465 748 


Incoming telephone calls for clinical 
advice or results 193 
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Chlamydia continues to be common amongst clients at the clinic, and it is 
interesting to note that there were 31 cases of epidemiological treatment of 
suspected chlamydia - that is, treatment of chlamydia negative partners of 
chlamydia contacts. This illustrates very powerfully the need for more 
sensitive tests which pick up chlamydia, in contrast with the current 
generation of tests that only pick up 60% of cases. Newer, more sensitive 
tests will enable a targeted chlamydia screening programme to be introduced, 
as recommended in the Chief Medical Officer’s recommendations on 
chlamydia. 


HIV and AIDS 


There were 11 patients who attended the clinic with HIV disease during the 
year 2000, eight of whom were on combination therapy. There was one HIV- 
related death from cancer. HIV is a multi-system disorder, and even in 
patients whose HIV viral replication is well-controlled with Highly Active 
Anti-Retroviral Therapy (HAART), the impaired immune response may lead 
to aggressive malignancies and associated severe infections. There was one 
new HIV diagnosis during the year 2000, and this was homosexually 
acquired. 


Dr Nick King, 
Sexual Health Clinic 


Family Planning Clinic (Figures 5.1 and 5.2) 


The Family Planning Service has enjoyed another successful year. The 
figures show a 18% increase on 1999. Since receiving additional funding in 
1997, the number of new clients has increased by 68% and the total number 
of clients seen, by 70%. Around 50% of all new clients are <20 years. We are 
hoping to maintain this trend, as we have re-located the service to the heart of 
St. Peter Port in rented accommodation above ‘Poundworld’. Since the move, 
we have seen a dramatic increase in our client-base. 


We have also during the past year changed our charitable status to that of a 
‘Limited Company by Guarantee’. 


We continue to offer a counselling service for termination of pregnancy. The 
figures remained the same as in 1999, with 39 clients referred and seen by the 
counsellor. 


Mrs Sue Le Page, 
Manager - Guernsey Family Planning Clinic 
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Figure 5.1 - Guernsey Family Planning Clinic 
New and Total Clients seen 1997-2000 


—@— Total Clients Seen 


—O New Clients 


Source: Guernsey Family Planning Clinic 


Figure 5.2 - Guernsey Family Planning Clinic 
New Clients by Age - 2000 


40y+ 
35y-39y 3% <16y 
5% 12% 


30y-34y 
8% 


25y-29y 
13% 


16y-19y 
36% 


20y-24y 
23% 


Source: Guernsey Family Planning Clinic 
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Abortions: Guernsey and the UK 


It is a requirement of the ‘Abortion (Guernsey) Law 1997’ that all lawful 
abortions performed in Guernsey be notified to the Medical Officer of 
Health, whilst abortions performed in England on women normally resident 
in the Bailiwick are notified to the Department of Health in London. 


During 2000, there were 114 lawful terminations of pregnancy (89 were 
performed in Guernsey and 25 in England). 17 were to girls under the age of 
20 (13 in Guernsey and 4 in England) and another 18 to women over the age 
of 35 (13 in Guernsey and 5 in England). 23 (20%) of terminations 
performed were amongst women who declared themselves to be married. 


According to the “Discussion Document’ published in the lead-up to the 
States Debate on ‘Contraception, Unplanned Pregnancy and Abortion’ in 
1996, legal abortions performed on Bailiwick residents in England and Wales 
during the period 1990-1994 ranged between 105 and 155 annually. 
Provision for lawful abortions to be performed in Guernsey under the strict 
conditions of the ‘Abortion (Guernsey) Law 1997’ has not yet led to any 
apparent rise in the total number of lawful abortions performed. At 177 per 
1000 live births, they remain some 22% lower than the 227 abortions per 
1000 live births recorded in England and Wales. 


Figure 5.3 - Guernsey - Births, and 
Terminations of Pregnancy 1993-2000 


BIRTHS (Male) 
BIRTHS (Female) 


TOP (Total) 


1994 1995 1996 1997 1998 1999 2000 
Years 


1993 
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ICD Code and Description 


OPCS Code and Description 


Figure 6.1 Top 10 Reasons for Admission to 
Princess Elizabeth Hospital 


Cataract unspecified =—— 


Disorder of teeth and supporting 
structures unspecified 


Low back pain |-_=— 


Varicose veins lower extremities [- 
without ulcer or inflamm 


Other and unspecified abdominal pain 


Haemorrhage of anus and rectum —_——————— 


Preparatory care for subsequent 
treatment NEC 


Chronic tonsillitis —————— 


Follow-up examination after surgery 
for maglignant neoplasm 


Sterilization eee 


200 250 300 350 400 450 


Number of Admissions 


Diagnostic endoscopy upper GIT —|-—— 


Insert prosth replacement lens [= 


Diag fibreop sigmoidoscopy NOS | 


Normal delivery 


IV blood transfuse packed cell } 


Diagn fibr endoscopy UGIT NOS {| 


Diagnostic cystoscopy NOS 


Fibreoptic sigmoidosc & biopsy === 


Therapeutic lumbar epidural 


Extraction multiple teeth NEC 


300 


Number of Admissions 
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Chapter Six 
Health Strategy Unit 


Introduction 


As a result of management restructuring within the Board of Health, 
healthcare information, clinical coding, clinical audit and public health 
databases have been reorganised into a cohesive Health Strategy Unit, the 
objectives of which are: 


@ to identify the health needs of the population of Guernsey 

@ to support service planning 

@ to monitor the quality, standard and cost-effectiveness of the services 
provided 

@ to demonstrate the effectiveness of care and treatment given in terms 
of health outcomes 

@ to assess how effectively the needs of clients are met. 


To achieve this, a considerable amount of training and skills transference 
continues to occur. All members of staff will be fully trained to perform 
electronic data analysis, reducing the amount of time spent in manual data 
collection, except in the case of the very specialist function of clinical 
coding. 


Healthcare Information Service 


The Healthcare Information Service, established in 1999, originally consisted 
of one full-time member of staff with a remit to provide a management 
information service to the management team and clinicians at the Princess 
Elizabeth Hospital. This service has expanded significantly employing an 
additional 1.56 wte. staff and broadening its remit to include all Board of 
Health Departments. 


The healthcare information service can now provide comprehensive datasets 
for: 


in-patients 

day cases 

out-patients 

accident & emergency 
maternity. 


The data is extracted from the EDS PAS system, and after a significant 
amount of effort all import procedures are now fully automated. Data is 
available for the Princess Elizabeth, Castel and King Edward VII Hospitals. 
Whilst a considerable amount of time has been dedicated to building these 
datasets, it is recognised that there is a considerable amount of data collated 
which remains under-utilised. In the coming year, the Health Information 
Service will develop a structured plan to make this untapped data available 
for analysis. 
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In addition to a significant amount of ad hoc work with both clinicians and 
managers, the Service provides a comprehensive quarterly report to the 
Board. The processes involved in compiling this report have now also been 
fully automated. This allows the health information team to begin compiling 
outcome focussed clinical reports and performance indicators for Guernsey 
healthcare. It is hoped that with support from UK-based information 
providers we will soon be able to produce Guernsey-population performance 
indicators with comparative UK population data. This will support both the 
clinical audit and clinical governance functions in Guernsey. 


The Health Information Service is also involved in designing several 
databases to enable healthcare staff to collate information electronically 
rather than manually. Current projects comprise the design and 
implementation of a psychology services database, a dietetics database and 
work to replace the existing ‘Drug Concern’ database. Previous projects 
include the re-design of the public health deaths database and the design of a 
health visitors’ database to collate children-at-risk scores. The healthcare 
information team in collaboration with IM&T are currently investigating the 
purchase of scanning software, which will enable questionnaires to be 
compiled and the results to be scanned electronically to reduce the need for 
manual data-entry. 


Monitoring data quality continues to be a priority within the service, with 
significant improvements being seen in both theatre and A&E data-quality. 
Since the loss of the IT Nurse Training post, data quality awareness 
improvement is now ensured through a collaborative effort shared between 
the IM&T Department and the Healthcare Information Service. Clinical staff 
are being trained in good data entry practice by IM&T training staff. 


The Service has recently conducted structured interviews with key members 
of staff to examine the level of awareness and appropriateness of the 
Healthcare Information Service’s involvement. This report will guide 
healthcare information provision in the future. 


Clinical Coding 


Clinical coding continues to be an integral part of health strategy functions. 
Coding averages 65 sets of medical records per day between | full time and 2 
part time staff members across all three hospitals. It is hoped that contract 
negotiations with the Medical Specialist Group will reduce the time taken to 
provide discharge summaries, thus enabling the clinical coders to balance 
their workload more effectively and the Healthcare Information Service to 
extract OPCS-4 and ICD-10 codes in a more timely manner. 


The Clinical Coding Department at the PEH has recently undertaken to code 
all previously uncoded episodes collected since 1995 where this is possible. 
This has enabled the Health Information Service to refresh coded data and 
give a more complete picture of clinical activity at the PEH. 
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All clinical coding and healthcare information staff recently completed an 
ICD-10 and OPCS-4 refresher course provided on site by visiting clinical 
coding specialists from the UK. The course tutors validated the high quality 
of clinical coding at all three hospitals and highlighted the need for ongoing 
training if this is to be maintained. In the light of this, coders at the PEH will 
be travelling to the UK to attend workshops in specialist orthopaedic and 
neoplasm coding. 


Demonstrating continuing commitment to good coding practice and the 
provision of high quality) clinical coding, the service has arranged for an 
external audit of 100 case notes to be conducted in Guernsey hospitals at the 
end of 2001. 


Clinical Audit 


A comprehensive clinical audit programme is continuing at the PEH. The 
focus is being moved from ad hoc audits to those identified and 
recommended within the various ‘National Service Frameworks’ and by the 
National Institute of Clinical Excellence (NICE). 


Where appropriate, audit results are presented at the academic half-day 
sessions by the Clinical Audit Nurse and the clinician involved. Clinical audit 
reports are produced and circulated on a regular basis. 


As part of the service’s commitment to training and education, Morag 
Fitzpatrick Clinical Audit Nurse attended a ‘Clinical Audit- The Cornerstone 
of Quality’ conference in York. In addition to this, she has passed her Higher 
Education and Nursing Studies Diploma by correspondence. 


Ms Allyson Huntington, 
Healthcare Information Manager 
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Figure 7.1 - Occupational Health Services 
by type of service 2000 
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Figure 7.2 - Occupational Health 
Health Questionnaires - 2000 
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Chapter Seven 
Occupational Health Service 


The full-time Occupational Health Nurse (OHN) continues to provide 
professional services with a part-time Secretary who provides the 
administrative support. The part-time position of Occupational Health 
Medical Officer (OQHMO) became vacant during 2000, and we were 
unsuccessful in recruiting locally for this post. We are actively seeking an 
appropriately qualified medical doctor from the United Kingdom. In the 
meantime, the Director of Public Health has supported the service by sharing 
with us his expertise in Occupational Health Medicine. 


The accompanying graphs demonstrate a 7% increase in overall activities 
undertaken by the OHN and a 23% increase in those undertaken by the 
OHMO. 


Occupational Health Services - by types of service 2000 - Figure 7.1 


The types of activities performed by the OHN and the OHMO are identified 
in the figure. There has been a 9% overall increase in activities, compared 
with 1999, but compared with 1997 a 55.3% increase. 


Pre-employment screening of health questionnaires by month - Figure 7.2 


For the first time there has been a decrease in the number of questionnaires 
received by the department. There are two reasons for this. Firstly, it 
demonstrates the difficulties experienced by the Board of Health in recruiting 
employees and particularly nurses. Secondly, in conjunction with the 
Personnel Department and line managers, an improved system has been 
developed to ensure that we receive health questionnaires only from short- 
listed candidates. During 2000, there have been only 3 people who have been 
unsuccessful in fulfilling their pre-employment medical criteria. 


Immunisation by month - Figure 7.3 


The OHN provides this service on two Board of Health sites to ease 
employees’ access to the Immunisation Clinic. There was a 32% increase in 
the uptake of hepatitis B vaccine during 2000. This may be due to the 
recruitment of non-local nurses whose country of origin does not make this 
vaccine freely available to them. 
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Figure 7.3 - Occupational Health 
Immunisations by month - 2000 
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Figure 7.4 - Occupational Health 
Sickness Absence Referral by month - 2000 
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Occupational Health referrals by month - Figure 7.4 


One of the tasks of the OHN is to minimise and prevent occupational ill 
health; another is to be available for staff members who wish to access 
specialist advice or counselling. The related graph represents the number of 
employees who have been seen by the OHN and have been referred to the 
department by their line manager for impartial specialist advice. All medical 
information remains confidential, but the line manager will be given both 
advice on the employee’s fitness for full duties and recommendations on any 
change of work practices needed to prevent further work-related absence. 


Mrs Pam Smith 
Occupational Health Nurse 
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Chapter Eight 


Guernsey and Alderney - Vital Statistics 


8.1 Births and Birth-related Data 
8.2 Deaths and Death-related Data 
8.3 Guernsey Deaths by ICD-10 Codes and Age Groups 2000 


8.4 Alderney Vital Statistics 


GUERNSEY AND ALDERNEY - VITAL STATISTICS 2000 


8.1 Guernsey - Vital Statistics 2000 


@ Births and Birth-related Data 


Guernsey 
2000 5 Year Mean England & Wales 
1994-1998 1996 


Estimated Mid Year 60,44 13< 58,867 52,010,000 


Resident Population: 


¢ Males 29,13 1s< 28297 28,860,000 
¢ Females ie Qa 30,570 27,948,000 
°-M:F 0.93 0.93 0.96 
Population Density 
[Area 63.1Km7’]: 958 933 51.8 
Marriages: 343 345 279,000 
¢ Marriages/0O00 vey. a9 5.4 
Divorces: L735 165 157,100 
¢ Divorces/OOO 2.9 2.8 3.0 
Divorces : Marriages 0.50 0.48 0.56 
Births: 644 662 649,500 
¢ Males 336 337 341,300 
¢ Females 308 Be) 308,200 
°“M:F 1.09 1.04 1.05 
Births outside 224 182 232,700 
Marriage: 
¢ % All Births 34.8% 28% 35.8% 
Stillbirths: 4 ahs 3550 
¢ Rate/OOO Live Births rae? 6.3 5.4 
Early Neonatal deaths: 4+ ~ 32.0 
Late Neonatal deaths: O Es 0.9 
Infant Deaths: 4 3 3,990 
¢ Infant 
Death Rate/OOO G2 4.5 6.1 
Crude Birth Rate/000 10.6 Ts 125 
Natural Fertility Rate: | 52.0 S155 59.8 
Natural Increase 0.12% 0.20% 0.16% 


per annum: 


*not separately calculated 
o<estimated 


51 
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Figure 8.2 - Deaths in Guernsey - By Cause 
1996-2000 
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Total Female Deaths = 1518 
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$8.2 Guernsey - Vital Statistics 2000 


@ Deaths and Death-related Data 


Guernsey 
2000 5 Year Mean England & Wales 
1994-1998 1996 

Total Deaths: 569 592 563,000 

« Males 266 289 269,800 

¢ Females 303 305 293,200 

°-M:F 0.95 0.92 
Crude Death Rate:/100 10.1 10.8 
Circulatory Deaths 
(100-199): 

¢ Males 53 la. = 406.4 424 

- Rate/O00,000 
« Females 376.93< 388.6 424 


- Rate/00,000 


Cancer Deaths 
(C00-C97/D00-D48): 


¢ Males 295.,22>< 298 282 
- Rate/O00O,000 
¢ Females 236.4e< 261 Zt 


- Rate/00,000 
Lung Cancer Deaths 


(C34): 
¢ Males 78.93< 79.2 80.2 
- Rate/00,000 
¢ Females Sl le< 38.6 42.0 
- Rate/O00,000 
Breast Cancer Deaths 
(C50): 
¢ Females pia = =< 4s 47.4 


- Rate/OO,O00 


Alcoholic Liver Disease 
(K70): 
¢ Males 6.93< a, oc 
- Rate/O00,000 
¢ Females | Bes 7.9 aro 
- Rate/O00,000 


Injury Deaths 
(S00-X59): 
¢ Males 17 2s= All 247 
- Rate/OO,O0O 
¢ Females 19.2>< A | 17.6 
- Rate/OO,000 


Suicide Deaths 


(X60-X84): 
« Males LOA p27] 11.0 
- Rate/O0,O000 
* Females Os< 6.5 2.0 


- Rate/O00,000 


S<on estimated population 


53 


8e ST 
C 0) 
0) 0 
I 0) 
14 0 
0 I 
I 0) 
0 0 
0) I 
¢ Gl 
¢ I 
0) 0 
0) I 
| ie 
0 I 
¢ 0 
I | 
0 I 
€ ‘3 
0 I 
0) 0 
0 0 
3 I 
0 0) 
0) 0 
| W 
+S 
asV 


ON mM, 


€T rei) 
c 0 
0 0 
I 0 
I 0 
0 0 
0 0 
0 0 
0 0 
9 9 
I 0 
I 0 
0 I 
0 I 
0 0 
0 ré 
0 0 
0 € 
I 0 
0 0) 
0 0 
0 

0 

0 

0 I 
| W 

VL-S9 
asV 


coo°o) 


commons 
acocococ aa 


i= 
Sane) OS Of age Sr SS i= 


22 SO SSS SS) SS le) S 


i= 


Hf WW 
v9-SP 
asV 


coco 
= eu= =) 


ooocd 6 &G 
cooco°o oe 


i= 
Qa a aS Sera Seer ep) 


22 2 2B] 2qQoeoxe], |S] = 


=> 
= 


=) 
=> 


Ht W 
DP-ST 
IsV 


oS ClO) 
ooo°o 


Coooco °o Of 
Ccoococ oe 


S22 LB] S| eS— — 
i= 


SS) 2] |] 2] Sa So_—_OSI_ V_V_JF 


i= 
= 


i=) 
= 


Ht WW 
C-SI 
asV 


Noon: 


=> Qi] 2] ]]_- S SS Sa SS i) oo co co °° Cm 


oooc°o) 


A 


vI-l 
asV 


=) Soe] SUS] SoS er SS i= OO OC oo on 


lees 


W 


ooo°: 


Se eS] 2 — 
Oo So ooo oan 


i) 
SRS SOS StS SiO SSS = 


SSS OS SI aS SS 


= 
= 


So 
= 


4H WW 
I 
Japuy 


cooo 


cS Ls 
ot 
een 
Cee 
g 0 
a 
ides 
ome 
G4 1 
91 €Z 
ies) 
i= 30 
LN OC 
I = 
0- ol 
¢ Sc 
irk 
err 
ak 
Ue 
0 1 
Se 52 
i 0 
om I 
Ge 
0 1 
1 W 
R101 


AI®AO OY} JO BUIOUTOIVD 

119}N XTAIOO JO use[doou JueUsTepy 

BUISPA JO LUSe|dooU JURUSTTRI 

ysvoig JO Wiseydoou jUeUsTTePY 

ONSST} JOS puUB IATDOUUOD JoYyJO JO WIse[dooU JURUSTTeY 
UTYS JO PULOULIOU JURUSTTRIAY 

quit] Jo 

dSP[IIVO Tene pue suog Jo wiseydoou JueUSTTeIY 
waysks Aroyeridsar oy} Ul 

SOUS POUTJop-|[I pue 19yj0 Jo tuseydoou yueUsTTePy 
Suny] pue snyouolg Jo wise[doou jueuslyeyy 
svoroued jo tusejdoou jueusiyeyy 

Joppryqi[es Jo wise{doou jueuslyeyy 

jonp oIIq onedoye.nut 2 IJOAT] JO Wiseydoou JueUSTTe|y 
WIN4dII JY} JO BUIOUTOIeD 

uonounl plowistsojse1 Jo tuse{doou jueusT[epy 
uOTOS Jo Wise[doou JuRUSTTeY 

QUT}SOIUT [BUS JO wuse[doou JURUSTTeP] 

YORulo}s JO wuseydoou JueUsITeLY 

snseydosao jo wse[doou jueuslyeyy 

puvys posed jo wseydoou jueustyeyy 

YNoU Jo 

syed parjioadsun pure 1040 Jo wuse[doou jueusTyepy 


Suuse|doaoN 
J] dnorp 


“Tdnons [eIoy = 


ea OT 
vruraevondas 19310 

UONSIJUT [BIDOIOSUIUII[ 

A[[eoIsoO sty 10 

A][BOISOTOLIO}NV PSUUATJUOS jou ‘gq yJ, AJOye.IIdsay 


Sosvosiql oNIseieg pue snonoojuy 
J dnoip 


yjeaq jo asned 


000¢ - SdNOAWD AOV GNV AdOD OT GOI Ad SHLVAC - AUSNAANO 


9S) 
€SO 
CSO 
OSD 
6rO 
evo 


OVO 


6£) 
veo 
STO 
(GO) 
COO 
0cO 
61D 
810 
LID 
O12 
SIO 
LOO 


90) 


IvV 
6tV 


9IV 


ON 
9po) 
0OIGDI 


£8 


54 


GUERNSEY - VITAL STATISTICS 2000 


oOo © 


oo: 


_ 


QO Ps HALO OOD) 


A 


wee: 


+$L 
IsV 


S= 


a = 


SoS ojo: 


OnccomoeoncooHn gD 


LY a ee 
NAN 


= 


ooo: 


MOF nH On HOH OOH HO 


i) 


oS 
S\= 


i>) 


oo 
= 
oo 
a = 


mm: 


mot+tanocoocoooo-~ 


ae) 
_ 


ooo 
cOoOe OOM SOC OCC OM ooo 


RSIS one S-S-eraraio oN 


fae) 
_— 


4 WwW ai WwW 


pL-S9 
asV 


F9-SP 
asV 


os 


So 0) 


SSS Sree SS eo CO iS | 


O'O 
SS 


coooHnoocooSooCoCOH 


Ht WW 
PH-ST 
IsV 


oof: 


SOAS SIS SIS SISO Ot! 


olo: 
= 


t W 
C-ST 
3a3V 


© © 


= 


©C:O: 


W 
PI-l 
asV 


oS: 
o 


ooo: 


croicseocerctaranaiaraio O10) 
CSemistorerareretStaeso CIS) 


O10: 
i =, 


4 W 
I 
Japuy 


See SSS ao COIS! 
BONAAKMAFINANT AT OT 


a a nas or 


[OYOooye JO ISN O} INP SJOpJOSIP [RINOIARYoQ pure [RUD 


STOpIOSIp [eMOTAvYog pue [eyo] 
A dnoip 


1b ALdnop mop 


00 TL TMT dor pero, 


pe Ne) 
LY a 


4H WW 


[2101 


OCeonnotnoncong. 


sMIfout sa}oquip Juopuadap-ur[Nsuy 


Sostasip oloqejoul a ;eUOnLNU ‘oUuLOOpuy 
AI dnorp 


UONR[NSLOd Ie[NOSvAR.UT poyeUTLAssIq: 


seruuaeur 1dyI1O 


TIsTUeyOoU SUNT OY) SUTA[OAUT SIop1OSIp UTe}IOo 
 SULSIO SUIULIOJ-PpoOo|q 2 POO]g JO Soseasiq, 
Th dnorp 


_ A dnorp yey, 


~~ ad} [Ja0 payloodsun Jo eruraeynay 

vruaeynoy oAD0u0/y 

vIuUloRvyNe] Plopadj 

eruloryney prloydwiA’T 

surse]doou [[90 euseyd jueusteu pure ewuoyadu apdnpnyy 
euloyduA]| S$ UryspoH-uou Jo sadAq paryioads 2 10I1O 
ds JO UONvOTZIOONds JnNoYyM Useydoou JURUSTTRIY 
SOUS JOYyIO JO WIseydoou jueUSTTeU ATepuosasg 

SOUS POUTJap-]]I pue 1ay}0 Jo wuseydoou JueUSTTePy 
ulevig JO wise[doou juRUsTTepy 

Joppryq Jo wsedoou yueuslyepy 

Aoupry oy) JO wiseydoou Jueusiyeyy 

aye}soid ay} JO PUIOUTOIeD 


I/4 


yjeag jo asned 


0007 - SdNOUD AOV GNV AGOD OF GOI Ad SHLVAC - AHSNAHDOD 


Old 


y9d 


£60 
C6) 
16) 
06) 
$8) 
08) 
6LO 
9L)O 
ILO 
LOD 
v9) 
19) 


ON 
2po) 
OIGOI 


£8 


55 


aaa a “or ei es ime igaee &. oT aa Waar a ee : an ea cae ee 
ssc ean Wg GRIESE ese | RN WA | Mal, | Ga Oe 

I 0 I I 0 I 0 0) 0 0 0 0 0 0 re c sasvasip Jepnosea peroydiiad 10y1O CLI 
€ & 0 I 0 0 0 0 0) 0 0 0 0 0 € 174 UOTESSTIP pu LUSTINOUR ONIOV IZI 
C ra 0 0 0 c 0 0 0) 0 0 0 0 0 (a 14 SISOLI[ISOLOUILY OLI 
€ 14 | 0) 0 I 0) 0 0 0 0 0) 0 0) v ¢ SOSBISIP IB[NISPAOIQIII9 JIYIC, LOI 

UONOILJUT [P.1Qd199 UT SUN[NSaI JOU 
I 0 0 0 0 0 0 0 0 0 0 0 0 0) I 0 “SOLO [V.IQOI99 JO SISOUD]S PUB UOISN[IIO 99I 
VC II I 0 0 I 0 0 0 0 0 0 0 0) ST | (JUSPIDOV Ie[NISBAOIQIIII JO) FYONS r9I 
9 v 0 0 I 0 0 0 0) 0 0 0 0 0 L 14 UOTOIBJUT [BIQ9.1O7) c9I 
0 I 0 € 0 0) 0 0 0) 0 0 0 0 0 0 S asvyLowory [eige1oce.nu] 19] 
9! 8 I I 0 0 0 I 0 0 0) 0 0 0 VI Ol sin] rey WeOH OSI 
0 0 I 0 0 0 0 0 0 0 0 0 0 0 I 0 Joynyf pue uone][UQiy [eLyVy Srl 
I 0 0 0 I 0 0 0 0 0 0 0 0 0 c 0) JSOLIe OBIPIe’) Or! 
€ I I Doe es aca I Bot tee Oe AyyedoAuworpse) Cr 
0 I 0) 0 0 0) 0 0 0 0 0 0 0 0 0 I SIOPIOSTIP 9ATBA OT.IOB OHBWUINSYIUON] Cel 
I 0 I 0 0 0 0 0 0) 0) 0) 0 0 0 C 0 saseasip yeoy Areuowynd sO Ld 
c 0 0 0) I 0 0 0 0 0 0) 0 0 0 € 0 uistfoquia Areuowl[ng 9CI 
61 cl ¢ 8 I E 0 0 0) 0 0 0 0 0 cc lz SSBISIP JABOY OTULSBYOST STUOIY,) Ccl 
I 0 I 0 0 I 0 0 0 0 0 0 0 0 c I asvasip JIeoY OUIeYOST ono JIYIC, vVcl 
Cl Fay | € € c 0 0 0 0) 0 0 0 0 0 OG = “ST UOTSIeJUT [eIpIeoOAU aINIY II 
I 0 0 0 0 0 0 0 0 0 0 0 0 0 I 0 asvasip Leay dAtsuoytodApY jin] 

WIO}SAS ATOJC[NOITO OY} JO SaSvdSTG, 

Xx] dnoIp 
iD 0 0 0) 0 0 0 0 0 0 0 0 0 0 c 0 OSBOSIP S JOWTOYZ/V OED) 
0 I 0 0) 0 0 0 0 0 0 0 0 0 0) 0) I OSLASTIP SUOSUTYIC OCD 

Uia}SAS SNOATOU OU} JO Soseasiq, 

TA dnorp 
A W UI W A W A W A W A W A W x | W ON 
+SL PL-S9 P9-SP PP-ST vC-ST VI-l T 9po,) 
asV asV IsV asV asV asV Jopuy [B10], qjeaq jo osney OIGOI 
0007 - SdNOUND ADV GNV HdOD OT GOI Ad SHLVAC - AHSNAWANYD cs 


56 


GUERNSEY - VITAL STATISTICS 2000 


renorSrO AN SO GS OC a Si Oia 


A 


+SL 
I3V 


O10: 


W 


oo: 


oS 


SP SO eat OY) Sa OS Si 
See) S| eee) =) Lewy (en) (ae ee) Fae 


on 


Sy) Kee ee) (Se) ee 
So oa or 


A W 
PL-S9 
asV 


on 


0 0 0 0 0 0 De Aree. 
0 0 0 0 0 0 0 0 0 0 
Cue et 0 Ou Te 
0 I 0 0 0 0 0 OmgiOyy Or 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 I 0 0 0 0 0 0 0 0 
re I I 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 I 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
Pe ee ay Oe ee 
0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
I I 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
0 0 0 0 0 0 0 0 0 0 
Ht WwW da WwW Aa WwW FA W A WW 
p9-SP pr-ST P7-ST rI-1 I 
asV IsV asV asV Jopuy 


I 0 
RE 
0 C 
0 I 
| 0 
0 I 
I 0 
0 I 
¢ fe 
i c 
2 I 
0) I 
0) I 
0 I 
I I 
Ip 8€ 
I I 
0 I 
0 I 
9 i 
0 4 
ve te 
0 I 
A W 
[2301 


Set ero 


Seu) Te 


~ saryyedoyApuods Aroyeurtue Jur 1IIIO 


ONSST] DATIOIDUUOD PUL WDJSAS [EJO[OYSO[NISNU SY} JO SOSBISTG] 
IITx anor 


ipo 


~— UWa}SAs DANSASIP JO SaSBaSIP 1OIIO 
svaioued Jo sasvasip 19y1O 

snneoioued anoy 

Joppryq [[e3 Jo sasvasip 10I1O 

IOAT] JO SISOYLID puv SISOIGI{ 

‘ou ‘ainypiey oneday 

asvasIp IIAT] SIPOYOOTY 

SIIUOLIIg 

DUNSUL JO ISBISIP IE[NITADAIG 

BIUIOY NOYWM UOTON.SgO [PUNSaJUT pure sNozI ONATeIe 
DUNSOJUI JO SIOPIOSIP Ie[NOse A 

umnuaponp pure Yovulojs JO sasvasIp 19yIO 
Ja9[N OLNSeH 


UaySAS OATSOSIp OY} JO SOSCaSTG, 
Tx dnorp 


~ sasvasip Areuouwynd jenns.sojur 1919 

SOIQUy [eIOUTUU 

JOJO puv SO}Sagse 0} ONp sTsOTUODOUINIU 
sIsotuosoUNnaud $ JOyIOMTLOD 

asvasip Areuowynd sanon.nsqo s1uoIYyS 19yIO 
vurosAydury 

viuoumnoud 

PpolyNUspr JOU SMITA ‘eZUONTJU] 


ToysAs Aroyerdsar oy} JO Sosvasiq] 
XX dnorp 


yjeaq jo asneg 


0007 - SdNOUD AOV GNV AGOD OF GOI Ad SHLVAC - AASNAHMD 


ase 


eer 


984 
$8 
C81 
vL> 
cLYI 
OLY 
ed | 
Loo 
99cm 
aD | 
Tool 
| 


19f 
O9of 
Laat 
tre 
Sif 
lif 


oN 
9Pp9D 
0IGDI 


£8 


57 


_b 
C 
(4 
(4 
I 


coon OF 


4 WW 
vL-S9 
a3V 


onoon 
oncom 


Ht WW 
b9-SP 
IsV 


Ssczo Clo! 
Secro Slo: 


aq 6 
bP-S7 
asV 


ecto O10: 
S8StO 1S: 


4 W 
C-SI 
I3V 


SECEOl OTS: 


SEorO Cio! 


A 


W 
vI-l 
IsV 


Ssero o10) 
Sto3S oC: 


Ht WW 
I 
Japuy 


SEOro O'S) 
AMON AD 
=— ODO me OO 


SOA[VA [.QIW puv dO’ JO SUOTJLULIOF;EUI [e]TUaSUOD 


Sonlyeuiouqe [eulosoulo1yo 
pue suOneUIOjop ‘SUONeUIO};feU [e}USsuO; 


TAX dnorp 


rane eon 
A er ee 


poiod yeyeursod 

oY} UI SUTNPUISLIO suONIpUOD AlOyeIIdsaI IBC 
POTJISseD dIOYMASTO OU “YSTOMYLIG 

MO] PUL UOT}LISIS JOYS 0} SUTLIAI SIOPIOSIG] 


portod [eyeutiod oy) UT SUNCUISTIO SUONIPUOD UTe}IoD 
IAX dnoip 


a PNT RIGS CCL 


Hi WW 


[B10], 


~ wiaqsks AIULIN JO SIOPIJOSIP 1OYIC 


aIn[Iey [eusr porroadsus 
QIN]Iej [euar oruOIYD 
oInjley [euar anoy 


THa}SAS ATCULIN-O}lUds OY} JO Soseasiq] 
ALX dnorp 


yjeag jo asnea 


000¢ - SAN OUND HOV GNV AdGOD OT GOI Ad SHLVAC - AASNAWHNOD 


8¢d 


LOd 


6IN 
8IN 
LIN 


58 


GUERNSEY - VITAL STATISTICS 2000 


SE TS A 


. AE CR ee a ae ae es SR ee RE se oii ted 
(UMOUYUN a5e oyRU) 
0 0 0 0 I 0 0 0 0 0 0 0 0 0 I I JUDJUT POUTULIDJapUN ‘UOTSIOWUGNS pur SUTUMOIG ivan 
ee tO Os ey 0 | Op 20m. ween yoalqo dieys Aq ynessy 66X 
sinodva pur sose3 
0) I 0 0 0 0 0 a 0 0 0 0 0 0) 0 S Joy}O 0} ainsodxo pue Aq Suruostod-jjos feuonusjuy LOX 
0 0 0 0 I 0 0 0 0 0 0 0 0 0 I 0 joyooye 0} onsodxa pue Aq Suruostod [euaplooy SVX 
0 0 0 0 I ) 0 0 0 0 0 0 0 0 I 0 [rey poryroodsu ry 61M 
sng 10 d]OIYoA 
0 0 0 0 0 I 0 0 0 0 0 0 0 0 0 I yodsuv.y Aavoy YIM UOTsT[[Oo ur poinfur st}9Ao [epad VIA 
Ajjenour a AjIpiqiour ‘Sosneo [eulolxg 
XX dnoIp 
1 eee a a a ae ee eee SOME 
0 0 0 0 0 0 0 0 0 I 0 0 0 0 0 I SIOUBISQNS BATSOLMOS JO JDOJJO SXOL 6S.L 
I (ree OC bei O70" 0. swore 0 ~ 0°. 0 I 0 yor Aroyertdsar ut Apog usto10,j PEL 
0 0 0 I 0 0 0 0 0 0 0 0 0 0 0 I yoou JO oInjoesly cIS 
Sasnvd [eUIOIXo JO 
JSOUSNHISUOD JOYIO Ule}IOO wz SuTUOSTOd ‘Amfuy 
XIX dno 
0 0 I 0 0 0 0 0 0 0 0 0 0 0 I 0 AVI[eIOUL JO So pel! pure pouljyop-[[! 1otO 66a 
0 0 0 I 0 0 0 0 0 0 0 0 0 0 0 I Palfisse[o aroyMas]a JOU “oseYyLOUIOeH soa 
VC E 0 0 0 0 0 0 0 0 0 0 0 0 vv L (Aqi[tuas) ae p[O psa 
suraysAs Aroyesidsar pue AroyepNoN9 
7a) eee Oe) Ol! CellC Oe OO Oy re eT OY} SUIATOAUT suSIS pue sWO}dWAS JOY 60u 
PolIsse[o SloyMosyo JOU “SUIpUTy ATOVeIOGE] 
W [EST [RULIOUqE WF SUSTS ‘STIOTATIAG 
TIMAX dior 
OW APN A AeA AWA AW ek AW ei SA A CAN ON 
+SL PL-S9 9-SP bP-ST C-SI vI-l I 2po) 
a3V asV I3V asV a3V I3V Japuy [e101 yea jo osned OIGOI 


0007 - SANOUD ADV GNV AGOD OF GOI Ad SHLVAC - AASNAANOD £8 


59 


60 


8.4 Alderney Vital Statistics - 2000 


Males Females 


Population (1996 Census): 1024 Lit 
°-M:F 
Births - In Guernsey: 8 Bp 
Births - In Alderney: O O 
Total Births to Alderney 
residents: 8 7 
Births outside marriage: 4 4 


Crude Birth Rate/000 - - 


Marriages registered in 
Alderney: 


Deaths registered in 
Alderney: 14 iD 


Crude Death Rate/000 


Natural Increase:* 


Total 
2000 


2141 


0.92 


29 


13.5 


-14 


[-0.7 % ] 


Total 
1999 


2141 


1). 92 


14 


py) 


13.6 


-15 


[-0.7 % ] 


*The natural increase is the difference between the crude birth rate and the death rates 


expressed as a percentage of the resident population. 


2.0 


STAFF PROVIDING PUBLIC HEALTH SERVICES 2000 


Staff providing public health services 2000 


Director of Public Health/Medical Officer of Health 
Dr David Jeffs MRCP MFPHM FAFPHM FRACGP FRSH 


Personal Assistant 
Mrs Yvonne Kaill (until December 2000) 


Data Clerk 
Mrs Jenny Elliott 


Part-time Medical Staff: 


Deputy Medical Officer of Health 
Dr Brian Parkin MB BS Bsc MRCP MRCGP DRCOG 


Sexual Health Clinic 
Dr Nicholas King LRCP MRCS MBBS 


Environmental Health Department: 


Chief Environmental Health Officer 
Mr John Cook MCIEH 


Deputy Chief Environmental Health Officer 
Mr Tony Rowe MCIEH 


Environmental Health Officers 

Mr Stan Horton MCIEH 

Mr Stuart Wiltshire MCIEH 

Mr Jonathon Coyde MCIEH 

Mr Tobin Cook MSc 

Ms Isobelle Belcher BSc MCIEH PGCE 


Trainee Waste Regulation Officer 
Mr Simon Penney BSc (Hons) Grad M Inst WM 


Pest Control Operatives 
Mr Paul Tostevin 


Mr Michael Brache 


Secretary 
Miss Kelly Moore 
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Health Promotion Unit: 


Health Promotion Officer 
Miss Yvonne Le Page BEd(Hons) DipHE&HP RHPS 


Assistant Health Promotion Officer 
Mrs Gerry Grange RGN LAY Trainer RHPS 


Resources Officer 
Mrs Stephanie Charlwood 


Secretary 
Mrs Pam Marsh 
Occupational Health: 


Clinical Medical Officer 
Dr Stephen C. M. Sweet MB ChB DA DRCOG (until 30” June 2000) 


Occupational Health Nurse 
Mrs Pam Smith RGN OHN 


Secretary 
Mrs Jackie Mallett 


